MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEAT 20y =

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
3 N . z j'ﬂ " ¢ é é 3 STATE FILE NUMBER
Registration District No. ____ rimary Registration District No. -Registrar's No. -

DO NOT WRITE
ovmussns MR | — ey SEp Y igRg—

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where. dmmd lived. If imstinution; Residence before
VS 300

. COUNTY STATE b. COU sdmissi
: Cola * P Misgours” “"tolae mision)
Rev. 4/5% by {I¥ outside corporate limits; give TOWNSHIP only) Length of stay In 1b < QY Tnside Limits
269

TOWN - Wi
—M?Pﬂnﬂ City, TOWN P fap Yes 00 No [J
c. FULL NAME OF (If NOT In hospital, give locattrfl Inside Limits d. STREET {If outside, gi __x_luide on Fafn
2

HOSPITAL OR ADDRESS
202 O
3

ADATE AMENDED

INSTITUTION St M H 14 J Yes:[] No Il ' R. R. # 3 . Yes 0 No [J

3. NAME OF DECEASED First Middle Last 4. DS;I'E Month Day Yoar

(Type or print}
DEATH
IDA SAUCT SERT. 1, 1963

5. SEX & COLOR OR RACE 7. Married [1  Mever Married [] [8. DATE OF BIRTH-| - AGE (last birthday) IF UNDER 24 HR

Widowed E Diverced O Jun . E B . 1888 75  Months | Dy -Hours Min.

10a. USUAL OCCUPATION {Give kind of wark done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN QOF WHAT COUNTRY
during mest of working life, evan if retired)

Hougewife Franklim"mnntéya_' Mo, ___TISA
13a. FATHE . 13b. MOTHER'S MAIDEN NAME 14, NAM HUSBAND OR WIFE
Leopold Hofmann | Tds Hamman | James G, Sauciler
15. WAS EASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Addreas

(Yes, no, of unknown} I (tf yes, pive war or dates of service)

ho Alvin Saucier R, R, # 3 J C Mo,

18. CAUSE OF DEA'I’H [Enter only one cause per line INTERVAL BETWEEN
T . DEATH WAS CAUSED BY: T AND DEATH

IMMEDIATE CAUSE {a} : . e

Ay

=
z
LLi
=
=]
o
Q
a

Conditions, if any, DUE TO (b}
which gave rise to.
above cause {a),
stating the under. )
lying cause last. DUE TO (¢}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIL. if decessed war femole was
disease condition given in PART | (a} there & pregnancy in tast 90 days.

I [ Yes l 0O NOJ I Unknown
19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE '20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in PART | or PART 1l of item-18.)

PERFORMED? g o O . '
YesO NOOO :

., e, TIME OF Howr,  Month, Day, Year

** INJURY - am, ) . R
pem. -

20d. INJURY QOCCURRED 20e, PLACE OF INJURY (e Q.. in or about home, | 208 CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK - farm, factory, street, office: bldg., efc.)

NOT WHILE AT WORK []

2%, | aMended the decsased fro %WJJNI last uwmulwt
T besth oecurred at the date stated above, and to the best of my kno from the causes stated.

ADDRESS [ZZc. DATE SIGNED

AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS -
INSTEAD OF

MEDIE:AL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

St F

ADDRESS

J G MO,
(Licersed Embalmer's &1

BY AFFIDAVIT OF

ITEM NO.




3
- ek - —— e »

_STATEMENT. BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN
with the above constitutes grounds for revocation of license). S

If -embalmed by a STUDENT, he-also shall sign in his OWN handwrmng

f this bodyr is not embalmed fact should be so stated above




